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Executive Summary 
Patient safety is a top priority for all healthcare organizations, but as a healthcare facility, 
is everything, within the means of the facility, being done to ensure patient safety?  Challenges 
exist for all healthcare organizations when faced with patient safety, but there it is a necessity for 
these healthcare organizations to overcome these challenges and protect their patient population.  
A common challenge within the acute care setting is the prevention of falls.  “Falls during 
hospitalization harbor both clinical and financial outcomes” (Gringauz et al., 2017, p. 1).  
Research on fall interventions has shown that a multifocal approach is most effective to prevent 
falls for adult inpatients in the acute care setting.  Currently, for those patients who are at highest 
risk of falls, the primary intervention is the use of a 1:1 sitter.  This intervention is quite costly 
for the healthcare organization and has not shown a reduction in fall rates, or any return on 
investment.  In addition to the use of 1:1 sitter and the implementation of current fall 
interventions, technology has presented the opportunity to intervene in these situations in a 
different manner.  This healthcare organization researched the possibility of remote video 
monitoring as an available option to protect patients from experiencing a fall while in the acute 
care setting.  There has been reported success with remote video monitoring for the reduction in 
falls (Votruba, Graham, Wisinski, & Syed, 2016).   
As an increased endeavor, this healthcare organization has outlined a plan to conduct a 
three-month pilot program utilizing portable monitoring devices for in-patient rooms with a 
centralized observation station.  The observation station will allow for one video monitor 
technician (VMT) to observe and interact with up to 12 patients simultaneously, with the 
inclusion of the patient care team, thereby decreasing the expense of sitter.  The implication of 
utilizing and incorporating video monitoring for fall prevention and sitter reduction led this 
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healthcare organization to inquire about adult patients in an acute care setting who are at risk for 
falls, how does the use of a telemonitoring sitter program compared to the use of in person sitters 
reduce the number of falls over three months?  The investment and utilization of this Telesitter 
technology will allow this healthcare organization to achieve that goal. 
Rationale for the Project 
Patient falls in the acute care setting are an increasing patient safety concern for this 
healthcare organization.  Fall prevention interventions have been made to decrease the number of 
falls in this setting such as bed wheels locked, bed in lowest position, call light within reach, 1:1 
direct supervision with patient sitters and many others, which have been incorporated through 
evidence-based practice.  However, falls are continually occurring for many patients and remain 
an issue of patient safety for this healthcare organization.  Patients who have fallen can have a 
potential increase of 6.3 days compared to a patient who has not fallen (Tzeng & Yin, 2017).  
Clinically the patient may no longer be stable, or the patient may have suffered a break due to 
this fall.  Financially, the organization is responsible for any tests, x-rays, or surgeries that occur 
as a result to the patient falling.  With the implementation of basic interventions and not seeing a 
significant decrease in falls, the reduction of falls is the rationale for wanting to implement 
remote video monitoring.  It should also be noted that the implementation of remote video 
monitoring also has the capability to reduce the amount spent for 1:1 patient sitter.   
Project Goals 
 The goals of this Benchmark Study are to create additional care capacities with the 
utilization of virtual patient observation services, remote video monitoring, for those patients at 
high-risk of falls in the safest, most cost effective, and staff efficient manner possible.  The first 
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goal of this benchmark study addresses the manner of safety. Burtson and Vento (2015) 
described video monitoring as “An emerging technology that provides inpatient nurses an 
additional safety tool” (p. 364).  Secondly, there is the goal of the most cost-effective manner 
possible.  For organizations to implement remote video monitoring, there is the consideration of 
the upfront costs of the video monitoring equipment, software, and the training of existing and 
new staff.  This can be a significant investment, but organizations that have made these 
purchases found savings over time through the reduction in falls.  Finally, there is the goal of the 
efficient use of staff.  With the use of remote video monitoring, one video monitor technician can 
observe up to 12 patients simultaneously, whereas before this implementation 12 individual 
sitters would need to available to observe this number of patients.  Ultimately, this facility would 
like to see a reduction in the rate of falls experienced by patients and decrease the utilization of 
1:1 sitter usage, thereby decreasing the labor cost of sitters and utilizing their skills in a more 
practical manner. 
Literature Synthesis 
 Healthcare organizations are not alone when attempting to identify interventions that are 
effective for the adult inpatient in an acute care setting (Tzeng & Yin, 2017).  Their study 
reflected on identifying fall interventions that were highly effective in the prevention of falls for 
the adult patient in the acute care setting.  Rheaume and Fruh (2015) had a similar reflection 
dealing with the causes of the falls experienced by older adult inpatients in addition to fall 
prevention interventions by way of retrospective case reviews.  They found that consistent and 
repeated education for the request of assistance with ambulation were helpful in the reduction of 
falls. Tzeng and Yin (2017) answered their research question with the identification of 21 
preventive interventions that related to the improvement of the patient’s surroundings or 
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increased the awareness of the registered nurse.  Lucero et al. (2019) estimated that between 
700,000 and 1 million falls occur in hospitals in the United States and comes with an estimated 
cost of 50 billion USD.  Gringauz et al. (2017) also discussed the economic burden that results 
from the in-hospital falls.  The modified Morse fall scale (MMFS) is an in-hospital fall risk 
assessment tool used to assess the level of risk, low, medium or high, that a hospitalized patient 
is (Gringauz et al., 2017; Lucero et al., 2019).  Cook, Komansky, and Urton (2020) focused on a 
multifactorial approach for fall prevention in the emergency department which consisted of chart 
review, fall risk assessment, remote video monitoring, exit alarms, and a change in fall 
prevention culture and communication.  Post implementation of these fall prevention strategies 
led to a 27% decrease in falls and a 66% decrease in falls with injury for the emergency 
department.  Rheaume and Fruh (2015) concluded that patients who are at risk for falls must be 
identified, closely supervised and requests for assistance must promptly be responded to.  Lerdal, 
Sigurdsen, Hammerstad, Granheim, and Gay (2018) concluded that patient symptoms may assist 
in identifying and assessing those patients at risk for falls.  The distress a patient may have due to 
their symptoms is closely related to an increased risk for falling (Lerdal et al., 2018).  Patients at 
risk of self-harm or a fall risk are frequently under 1:1 direct observation, but this strategy is 
expensive, and the evidence is limited regarding that this practice improves patient safety (Davis, 
Kutash, & Whyte, 2016).  There was a discovery of a decrease in nursing cost per patient day 
with the use of video monitoring.  Burtson and Vento (2015) discussed the use of sitters as being 
both ineffective and inefficient for patient safety.  They also discovered that the use of a 1:1 sitter 
was difficult to predict, staff and budget for.  Votruba, Graham, Wisinski, and Syed (2016) 
discussed remote video monitoring as an attractive option for healthcare facilities to reduce falls 
and reduce patient 1:1 sitter usage.  The outcome for their study was a reduction of 35% in falls 
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with the use of video monitoring, compared to the baseline data prior to the use of video 
monitoring.  Cournan, Fusco-Gessick, and Wright (2018) concluded that patient safety, by 
measure of the decrease in falls, and the decrease of sitter usage was improved through video 
monitoring.  They found remote video monitoring to be an effective system in reducing patient 
falls.  Sand-Jecklin, Johnson, and Tylka (2016) concluded that utilization of new technology, 
centralized video monitoring, patients are better protected, fall numbers are reduced, and costs of 
1:1 sitter care is reduced.  Bernocchi et al. (2018) concluded through a randomized control trial 
that patients discharged home from an in-patient rehabilitation facility who received a home-
based telehealth program was effective in preventing falls.  Sand-Jecklin, Johnson, Tringhese, 
Daniels, and White (2018) found video monitoring to be effective in promoting patient safety 
and preventing falls from occurring.  In addition, from this study the institution realized other 
benefits of video monitoring and initiated its use for additional safety risk situations.   
Stakeholders 
 The identified key stakeholders for the implementation of remote video monitoring 
include the chief nursing officer (CNO), nursing administration, financial, information 
technology (IT), risk management and patient privacy, security, falls committee, clinical nurse 
managers and leads, bedside nurses, and clinical education specialists.  IT will take the lead on 
planning the installation process for the software and equipment and plan processes and 
workflows for the reporting of equipment failure in addition to scheduled maintenance and 
updates.  The video equipment has the capability of recording but using this function would 
require patients to provide a written consent.  The patient privacy representative recommended 
that this be eliminated in the rollout, removing the capability of video review.  Security assisted 
with the design and layout of the monitoring room and receiver setup. Clinical nurse managers 
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and leads helped with writing the guidelines and workflows, the roles and responsibilities of the 
bedside nurses and the video monitor technician.  The bedside nurses assisted with establishing 
the workflows and ensuring that they were functionable in addition to determining the criteria for 
a 1:1 sitter versus remote video monitoring.  Clinical education specialists assisted with the 
creation of the remote video monitoring education and training, which included competency 
validation for the initiation of video monitoring for patients and competency validation for the 
video monitor technicians. 
Implementation Plan 
 The anticipated change of remote video monitoring will take place in a 311-bed acute 
care, not-for-profit, Magnet®-designated hospital.  Necessary data to build a case to warrant this 
change is the total number of falls within the hospital for a specified fiscal year, the number of 
falls that resulted in injury for the same fiscal year, the estimated cost of care due to the falls 
without injury and the cost of care for falls with injury for the facility. In addition, a projected 
fall savings with the implementation of the telesitter program, the estimated cost of current 
practice utilizing a 1:1 sitter, the cost of litigation for the falls prior to implementation, and an 
estimation of the return on investment.  Melnyk and Fineout-Overholt (2015) discuss the 
promotion of engagement essential for key stakeholders for changes that involve patient care.  
Engaging stakeholders early in the planning process would allow for the involvement of expert 
discussions and the ability to identify relevant content related to departmental expertise (Melnyk 
& Fineout-Overholt, 2015).  IM would be required work directly with the telesitter vendor for 
the support of configuration, wireless network settings, software updates, upgrades, and warranty 
coverage.  Patient privacy officers would guide the decision on how to notify patients of video 
monitoring.  The consensus is that there would be an excerpt within the standard consent form 
REMOTE VIDEO MONITORING  10 
 
that all patients sign upon admission.  The risk management department would coordinate 
gathered data with the falls committee before, during, and after implementation of the telesitter 
program to determine its effectiveness.  Bedside nurses would work alongside nursing 
administrators, managers, and leads to assist with communicating and establishing video 
monitoring processes, best practice workflows including the criteria for initiation of video 
monitoring, the process for receiving the video monitoring equipment, and the criteria for the 
discontinuing of video monitoring.  The finance department would determine how much 
equipment could be purchased initially for the pilot program and how to budget for more 
equipment, after successful implementation of this pilot process.  Permission for the rollout of 
the telesitter program will need to come from the chief nursing officer (CNO), nursing directors 
and the falls committee.  Supporters of this remote video monitoring process within this 
organization are members of the falls committee.  Melnyk and Fineout-Overholt (2015) 
discussed the need to assess and eliminate barriers as an integral component during evidenced-
based practice (EBP) implementation.  Barriers that could occur may exist with the bedside 
nursing staff being skeptical of the communication lines between the VMT and the care team 
assigned to the patient and also the care team being unsure of the use of a video monitor over a 
1:1 sitter.  To eliminate this possible barrier, in person training will be offered to all individuals 
that may participate in the role of the VMT to allow for discussion and feedback.  In addition, the 
care teams that will be working on the pilot floors will be given the opportunity to visit the video 
monitoring workstation to better understand the technology and how it operates.  The resources 
needed on an organizational level to elicit the change project are bedside nursing staff, VMTs, 
designated training areas, designated area for VMT headquarters, training programs, 
development of guidelines, workflows, and policies.  The resources needed from the telesitter 
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vendor include training of staff, equipment, equipment warranty, installation services, and 
software, including the software updates.   
Implementation Timetable 
Step 1 Training for core group of VMT 
Followed by hands-on competency 
testing (return demonstration & 
verbalization of guidelines and processes) 
CNAs, VMTs, house 
supervisor 
1.5-hour training sessions 
offered over two weeks  
Step 2 Education house wide via HealthStream RNs, LVNs, CNAs, 
VMTs, IT,  
Assigned with a 30-day 
completion  
Step 3 Project champions to present education to 
all Unit Based Council groups 
Champions are bedside 
nurses and members of 
falls committee 
Month preceding pilot rollout  
Step 4 First pilot video monitoring rollout on 
one MedSurg Unit 
12 cameras –  
6 in-room mounted and 
6 mobile cameras 
Rollout pilot lasting one 
month 
Step 5 Second pilot video monitoring rollout on 
one MedSurg/Tele Unit 
12 cameras –  
6 in-room mounted and 
6 mobile cameras 
Rollout to follow first month 




 Identification and screening of patients will occur on admission and will identified by the 
registered nurse through the process of their initial head to toe assessment.  If a patient met the 
predetermined inclusion criteria, then the patient was admitted to a room with either a mounted 
camera or a mobile camera was placed in the patient’s room.  This decision is also based on 
specific patient criteria.  Once a patient is selected to have met the criteria of remote video 
monitoring, the primary care nurse notifies the VMT of this new assignment and gives a handoff 
report to the VMT including the reasons for the need of video monitoring, their fall risk score, 
any mobility issues the patient may have, and if the patient has any cognitive impairments or 
visual or hearing impairments.  This is important information for the VMT because they need to 
know if they should first intervene with the patient or with the caregiver.  With the primary care 
nurse present, the VMT communicates with the patient to ensure the patient can follow 
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instruction from the VMT and to ensure the VMT is able to have closed loop communication 
with the patient.  After this communication line is established, the remote video monitoring 
begins for this patient.  The primary care nurse orders the remote video monitoring intervention 
through the electronic medical record (EMR) for documentation purposes.   The VMT is 
responsible for the completion of scheduled activity checks on the patient being observed and for 
communicating with the primary care team on an hourly basis, reporting the patient’s activity.  If 
warranted by the patient behavior, the VMT communicates with the primary care team on an as 
needed basis.  The VMT is trained on the importance of fall prevention, how to verbally 
intervene to prevent the occurrence of an event, and the procedures and protocols to follow, 
including the guidelines of documentation. 
Data Collection Methods 
 Data collection will be performed through the program platform VigiLanz.  This is the 
software that is utilized by the facility for clinical surveillance.  Fall data was collected and 
reviewed for a complete fiscal year to determine the number of falls within the acute care setting, 
the number of falls with injury, the cost of services provided to those falls with and without 
injury, the cost of the litigation services that were necessary, and the annual cost for 1:1 sitter.  
During the fiscal year analyzed, 135 falls were reported, which was equivalent to 2.647 
falls/1000 patient days.   
Cost/Benefit Discussion 
 The estimated 1:1 sitter cost, at an hourly rate of $15.88 for the fiscal year analyzed was 
$490,374.  The estimated first-year cost of the telesitter program with the inclusion of 
implementation, training, software maintenance, and telesitter equipment is $556,435 with a 
first-year loss of $66,061.  The projected annual cost of the telesitter program is $113,250 with a 
REMOTE VIDEO MONITORING  13 
 
potential return of investment for the second year of $443,185 including a conservative estimate 
for a decrease in patient falls of 33% annually.  The data from this facility shows that 
unreimbursed costs for falls equate to between $7,000 and $15,000 per fall, and this conservative 
estimate does not include the cost of legal claims and the proceedings that follow.  
Overall Discussion/Results 
 Fall data that was gathered during this analyzed fiscal year for this organization will be 
compared to new data that will be gathered post implementation of the remote video monitoring.  
The data gathered on the pilot units post implementation will be compared to the data pre-
implementation and will be the determining factor for the rollout of remote video monitoring on 
other in-patient units within this organization.  This data is necessary to determine the 
successfulness of the change from an in-room sitter to a remote video monitoring telesitter 
program.  In addition to data on the number of falls, data will also be gathered and analyzed on 
the cost of in-room sitters during the fiscal year prior to the remote video monitoring rollout for 
the organization.  The cost of the use of in-room sitters will be evaluated and compared to the 
cost of the use of in-room sitters post implementation of remote video monitoring.  This data will 
be gathered for the purposes of analyzing a return on investment.  A conservative estimate of a 
33% decrease in falls is anticipated for this organization after implementation of the remote 
video monitoring telesitter program.  This is a benchmark study, and the overall results are not 
existent currently.  However, there is a high level of success that is anticipated by this facility 
following the rollout of this remote video monitoring.  Through the collaboration of the 
stakeholders, the reduction of falls can be achieved by this facility, including the increase of 
patient safety, while focusing on cost effectiveness, and maintaining the efficiency of staff to 
practice at their highest-level training and capabilities. 
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Recommendations 
 Successful implementation of this remote video monitoring telesitter program could 
create additional care capacity through virtual patient observation services for patients at risk of 
falls or self-harm.  This change project is an effort for this organization to keep patients safe by 
preventing patient falls while reducing the use of in room sitters.  In addition to patient safety 
and sitter reduction, this change project has also shown the potential of a return on investment 
with the capability of reducing the cost of care.  Technology may have provided a means to fall 
reduction for healthcare organizations.  The remote video monitoring telesitter program has the 
potential to become a safe and effective intervention for patients and a method for healthcare 
organizations to increase productivity while increasing patient safety. 
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Not able to calculate 
falls per 1000 patient 






































21 years or 
older 
Employed as 






























Limited scope of health 
systems in midwestern 
United States 
 
Participation of study 
untis and RNs was 
voluntary 









































from 85 to 53 
 
Video 




35% reduction in 
falls with VM 
Level IV 
 
No strengths or 
limitatins expressed 
Legend:  
CALNOC – Collaborative Alliance for Nursing Outcomes 
CC – Critical Care 
CG – Control Group 
CI – Confidence Interval 
CVM – Centralized Video Monitoring 
DC - Discharge 
ED – Emergency Department 
FWI – Falls with Injury 
GM – General Medicine 
IG – Intervention Group 
IM – Internal Medicine 
NFP – Not-For-Profit 
Pre-I – Pre-Implementation 
Post-I – Post-Implementation 
RN – Registered Nurse 
VM – Video Monitoring 
VMT – Video Monitor Technician 
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Appendix B 
Identification/Screening Eligibility Flowchart 
 
Patients identified/screened for 
video monitoring eligibility 
Patient placed in a video 
monitoring capable room 
Patient screened but did not 
meet video monitoring criteria 
Patient placed in non-
monitored room 
Nurse notified VMT of new patient 
and gives handoff report to VMT 
Reasons for exclusion documented 
in patient EMR 
Standard fall precautions 
implemented for patient  
VMT communicates with patient 
initially, with nurse present, to 
ensure that patient is responsive to 
VMT instruction 
Video monitoring begins for 
patient and intervention is ordered 
in EMR for documenting purposes 
VMT completes activity check 
form all patients assigned video 
monitoring and collaborates with 
the patient care team every hour 
regarding patient activity; earlier if 
warranted by patient behavior 
